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up without too much handling. This package is put
into a small square pasteboard box. The original paper
package is sterilized by heat and then the final packageis sterilized in formalin in the same manner as all pack¬
ages of the kind are sterilized.
When one wishes to use the gauze, the onion-skin
paper can be lifted off from it and one or a number of
pieces can be taken out with a sterile forceps. The
pieces underneath are not touched and therefore can be
left for later use. I am now having packages made
containing twenty, fifty, and one hundred pieces.
11 West Ninety-first Street.
A CASE OF TRAUMATIC FRONTAL SINUSITIS
OPERATION ; A CURE DUE IN PART TO THE INJECTION OF
BISMUTH PASTE; PRACTICALLY NO DEFORMITY
F. PHINIZY CALHOUN, AB., M.D.
ATLANTA, GA.
There are always two important facts to be considered
in any radical operation on the frontal sinus: first,
deformity frequently follows the operation; and, second,
the operation does not always effect a cure.
The case I report is one in which both of the bad
results just mentioned have been avoided, and I attrib¬
ute the cure to two injections of bismuth paste into the
cavity.
History.—The patient, a healthy, robust-looking man, aged
41, consulted me May 23, 1908, on account of a continuous
headache. He had consulted several oculists in neighboring
cities for the same trouble, and glasses had been prescribed in
each case. His headaches, restlessness at night and loss of
appetite increased to such an extent during the few weeks
prior to his visit to Atlanta that he had been referred by one
doctor to another, with the hope of finding relief, and the
patient stated that his trouble had been frequently diagnosed
as incipient insanity and brain abscess. The patient attributed
his present trouble to a blow which he received on March 27,
1907, while walking through the railroad yard of a neighbor¬
ing city on a tour of inspection, when a heavy door of a refrig¬
erator car suddenly swung open and the edge struck him on
his right temple. He was knocked unconscious for a few hours
and was confined to his bed for several weeks. After that time
the headache increased in severity. March 19, 1908, two
months before consulting me, a supposed polypus was removed
from his right nose. There had never been a discharge from
his nose.
Examination.—This showed a decided roughening of the
right frontal eminence, over which there was a small scar in
the skin, evidently from an old lacerated wound. On palpation
there was tenderness, especially when pressing upward beneath
the supraorbital ridge. There was a marked deviation of the
nasal septum, high up, pressing against the middle turbinal
body, the anterior end of which had been removed. This oper¬
ation undoubtedly is what the patient thought to be the
removal of a polypus. It was impossible to probe the naso-
frontal duct. On transillumination there was a distinct shadow
over the right side which might have been due to this bony
thickening. An anterior skiagraph revealed a distinct differ¬
ence in the two sides. This difference also might have been
due to this bony thickening. A lateral view showed a very
large sinus, and compared to a picture of the left side, the
difference was marked. The patient's temperature, taken twice,
morning and afternoon of the first day's examination, was a
degree above normal.
Operation.—I was not sure, from my examination, that the
patient had a purulent sinusitis, although I was so convinced
that there was something wrong that I advised an operation,
exploratory, if necessary, and the patient readily consented.
He was placed in the Wesley Memorial Hospital, May 26, 1908,
and operated on the same day. My incision was along the
upper margin of the right brow, extending down into the lat-
eral side of the nose. The skin and periosteum were retracted
and a small groove was made above the supraorbital ridge,
when there flowed out a quantity of thick, yellow odorless pus,
apparently under pressure. Most of the entire external wall
of the frontal sinus was removed and the cavity was thor¬
oughly curetted. The ethmoid cells were explored and found
healthy. The nasofrontal duct was enlarged and gauze passed
through it into the nose. The wound was packed lightly with
iodoform gauze, and except for a slight drain at the inner
angle of the skin wound, it was closed entirely.
Postoperative History.—On the fourth day the gauze in the
cavity was removed through the nose, under gas anesthesia,
and I considered it best and safest to pack the wound open
through the brow incision. The wound was dressed daily for a
while, then every other day until healing took place, nearly
fourteen weeks after the operation. Two months later he
returned with some puffiness over the scar, and with a probe
a long sinus leading high up was discovered, out of which
oozed a quantity of mucopurulent discharge. My colleague,
Dr. C. R. Andrews, suggested the injection of bismuth paste
into the cavity, as he had used it rather extensively in his
orthopedic practice. It required but two injections, at inter¬
vals of four days, of the following formula to bring about a
permanent cure:
Bismuth subnitrate. 30 partsParaffin, melt at 120. 10 partsWhite wax 10 partsPetrolatum 50 parts
More than a year has now elapsed with no evidence of a dis¬
charge, and the patient has been absolutely free from headache
since the day following the operation. The cavity filled almost
completely and the deformity is practically not noticeable.
The cause of the infection was undoubtedly the compound frac¬
ture of the external wall of the right frontal sinus. An intra-
cranial infection would have taken place eventually, as the
external table was unusually thickened.
833 Candler Building.
APPLICATION OF A SPLINT FOR FRACTURED
• ULNA
PENN-GASKELL SKILLERN, Jr., M.D.
PHILADELPHIA
I recently encountered a case of fracture of the ulna
in which a new application of an old method seemed
indicated. The solution of continuity occurred in the
lower third of the shaft of the left ulna. The deformity,
caused as usual by direct violence, was that the inferior
fragment was driven outward, thereby encroaching on
the interosseous space. Reduction by manipulation, was
evidently to be maintained by overabduetion of the hand.
Just so is overadduction aimed at in Colles' fracture.
How could the hand be secured in this position? The
simplest method seemed to be to apply a Bond splint in
reverse. The patient was furnished with a right-handed
splint and instructed to grasp the semicylindrical block
with his hand. The shaft of the splint, being free,
formed an acute angle with the radial border of the pro-
nated forearm. The hand was secured to the block by
adhesive strips applied so as to describe an ellipse
between the posterior surface of the bases of the meta¬
carpale and the under surface of the distal end of the
splint. The next manipulation accomplished with sur¬
prising satisfaction the result desired. The acute angle
between the shaft of the splint and the forearm was
obliterated by pushing the splint toward the forearm
until it paralleled the latter. This of necessity forced
the hand, bound to the block, over toward the radial side,
in overabduetion. The result was that the lower frag¬
ment of the ulna was drawn away from the radius as
far as the interosseous ligament would permit, and thus
the perfect coaptation of the fragments was obtained.
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